Social factors in discharge against medical advice - A study of twenty-eight patients who were discharged against medical advice from the Veterans Administration Hospital, Bedford, Massachusetts between July 1, 1946 and June 30, 1947 by Sell, Cornelia Julians
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Dissertations and Theses (pre-1964)
1948
Social factors in discharge against
medical advice - A study of
twenty-eight patients who were
discharged against medical advice
from the Veterans Administration
Hospital, Bedford, Massachusetts
between July 1, 1946 and June 30,
1947
https://hdl.handle.net/2144/21587
Boston University

Boston University
SCHOOL OF
SOCIAL WORK
LIBRARY'
Gift of
(\u\V^cy
\V^„C^A
to -/
BOSTON UNIVERSITY
SCHOOL OF SOCIAL WORK
,SOOI.-.L FACTORS IN DISCH..RGE aGAIN.ST MEDICAL ADVICE
A Study of Twenty-Eight Patients
Who Were Discharged Against Medical Advice
from the
Veterans Administration Hospital, Bedford, Massachusetts
Between July 1, 1946 and June 50, 1947*
A Thesis
Submitted by
Cornelia Juliane Sell
(B.A., Smith College, 19^5)
In Partial Fulfillment of Requirements for
the Degree of Master of Science in Social Service
1948
BOSTON UNIVERSITY
:CHOOL OF SOCIAL WORK
LIBRARY

iTable of contents
CHAPTER PAGE
List of Tables ii
I Introduction
Purpose of the Study...* 1
Method 2
Limitations. 2
Description of Setting..... 5
II The Meaning of Discharge Against Medical Advice 6
III The Implications of Hospitalization to the Patient
and his Family 10
IV Environmental Factors in Discharges Against
Medical Advice
Introduction • ••ll
Illness and Hospitalization .18
Social Setting 55
Summary 59
V Emotional Factors in Discharges Against
Medical Advice
Int roduct ion. •• •••42
parent and Sibling Relationships .45
Marital Relationships. .54
Social Service Contacts 56
Summary ..60
VI Summary and Conclusions 65
Bibliography 69
Appendix A; Scnedule., 71
Appendix B: Excerpts from Veterans Administration
Regulations and Procedures 12

LIST OF TABLES
TABLE PAGE
I Admissions, Discharges, Deaths, by First Admissions
and Readmissions, Veterans Administration Hospital,
Bedford, Mass., July 1, 1945 to June 50, 1946, and
Resident Population and Patients on Visit, Veterans
Administration Hospital, Bedford, June 50, 1946 18
II Total Discharges from the Veterans Administration
Hospital, Bedford, Mass., July 1, 1946-June 50, 194? 19
III Diagnoses of Patients Discharged Against Medical
Advice, July 1, 1946 to June 50, 194?, of the
Resident Population, June 50» 1946, and of all
Discharges during the Year Ending June 50, 1946 20
IV Patients Discharged Against Medical Advice; Length
and Type of Military Service, Type of Discharge 25
VI Patients Discharged Against Medical Advice: Previous
Hospitalizations by Diagnosis 25a
VII Patients Discharged Against Medical Advice: Source
of Admission 24
VIII Patients Discharged Against Medical Advice; Com-
petency and Type of Commitment of Psychotic and
Non-psycnotic Patients 26
IX Length of Hospitalization of Patients Discharged
Against Medical Advice, July 1, 1946 to June 50, 194?,
and of First Admission Discharges, July 1, 1945 to
June 50, 1946 28
X Length of Hospitalization of Thirteen Patients Who
Were in the Hospital under one Month at the Time of
Their Discharge Against Medical Advice.. 29
XI Patients Discharged Against Medical Advice: Services
from which they Left the Hospital,. 51
XII Post -hospitalization Adjustment of Patients Discharged
Against Medical Advice 51
XIII Patients Discharged Against Medical Advice: Marital
Condition and Pension Status.. 55

TABLE PAGE'
XIV Parentage and Nativity of Patients Discharged
Against Medical Advice, July 1, 1946-June 50, 19-^7,
and of First Admissions, July 1, 1945-June 50, 19^6,
Veterans Administration Hospital, Bedford, Mass 57
X7 State of Massachusetts: Parentage and Nativity
of all Admissions to Mental Institutions, 1940:
Rates per 100,000 of Same Nativity Groups Fif-
teen Years of Age and Over, 1950 Census 58
XVI Patients Discharged Against Medical Advice;
Number and Types of Social Service Contacts 59
Digitized by tine Internet Archive
in 2015
littps://arcliive.org/details/socialfactorsindOOsell
CHnPTER I
INTRODUCTION
Purpose of the Study
The function of the psychiatric social worker in a mental hospital
is that of helping the patient to make use of the services of the insti-
1
tution. The present study concerns a group of patients who were dis-
charged against medical advice from the Veterans Administration Hospital,
Bedford, Massachusetts. They proved by their actions that they were
unable to utilize their hospitalization fully. This investigation centers
on the social factors involved in such discharges, and the following gen-
eral questions were asked*
1» Is there evidence of specific social factors which led to the
discharge against medical advice? If so, what was their
nature?
2, Were these factors apparent to hospital personnel at the time
of the patient's hospitalization?
5» What was 'one to meet the needs of the patient and his rela-
tives?
4, What are the implications of the findings for the social ser-
vice department of a mental hospital?
The term "social factors" in this study includes all those factors
1 Norma Levine, "The Mental Patient in the Community," Mental
Hygiene
. 51:279, April, 194?.
4
and
in the patient's environment which influence his phyaical/^^motional ex-
istence. Besides economic conditions, the family constellation, family
relationships, attitude of the family towards the patient and his ill-
ness, acceptance of hospitalization on the part of the family, evidence
of family discord, as well as the patient's own personal background, his
insignt into his illness, his attitude towards the hospital and the ill-
ness are taken into consideration.
Method
The names of all patients discharged against medical advice from
July 1, 1946 to June 50, 19^7 were obtained from the daily census sheets
for that period. A total of thirty discharges against medical advice was
found and the medical record, social service record and correspondence
folder of each patient were analyzed. The schedule used in the analysis
can be found in Appendix A. Two records were not avaiiaole, so only
twenty-eight cases were included in the study. The case study method was
used and the findings were presented with abstracts of selected cases, A
description of the hospital, the social service department, a discussion
of the meaning of discharges against medical advice and the meaning of
hospitalization to the patient were included.
Limitations
This study was confined to the material available in the records at
the hospital. There was no personal contact with the patients, as it was
felt that such action would confuse them in regard to their relationship
to the Veterans Administration. Most of the patients still have contact
4
with some branch of the Veterans Administration and the purpose of a
questionnaire concerning their adjustment might easily be misunderstood.
Whenever information regarding post-hospital adjustment was available,
in the form of letters either from the family or the patient, or requests
from other hospitals for abstracts, it was included in the study, A fur-
ther limitation was imposed by the nature of the records. If the patient
stayed a few days only, there was frequently not sufficient time to com-
plete a thorough work-up. In other cases, the condition of the patient
did not permit an adequate psychiatric examination. If the patient stayed
in the hospital longer, the type of progress note in his record would
depend on the type of treatment he received. On the acute services, more
frequent notes would be written than on the cnronic wards. Social service
was not active in all of these cases, so that social service records often
did not furnish any additional information to that contained in the medi-
cal record. In a number of cases it was possible to sup clement the mate-
rial found in the record by conversation with the worker or the physician
who had known the patient in the hospital.
Description of Setting
The Veterans Administration Hospital in Bedford, Massaciiusetts, was
commissioned in 1928 for the care of the mentally ill veterans. Although
originally intended for 1100 beds, it now houses more than 1800 patients,
of whom approximately fifty are women. The hospital is staffed by nearly
fifty physicians and provides all modern treatment methods, as well as
extensive facilities for medical rehabilitation, including occupational
and recreational therapy, and vocational retraining.

4All information pertaining to the patient is kept in his clinical
ji folder. This includes the physician's examination, progress notes, labo-
:j
ratory findings, reports of consultations and staff meetings, as well as
all pertinent social service material. This record remains on the ward
I
while the patient is in the hospital. After he leaves, it is stored in
It
the registrar's office. A separate correspondence folder stays in the
registrar's office at all times. In it, all letters from the family and
I
from agencies interested in the patient are kept. Letters from relatives
addressed to the doctor are directed to him for his attention and later
are filed in the correspondence folder unless they contain diagnostic
material, such as abstracts from other hospitals, in which case they are
incorporated in the clinical folder.
Social Service has been an integral part of the hospital since its
inception. At present, the department consists of a chief social worker,
two case supervisors, six workers, seven students and five stenographers.
^
A social worker participates in all admission and service staff confer-
ences. It is thus possible to acquaint every new patient with social ser-
ii
i vice. A social history is usually required for all new admissions and
:i
;1 this gives the worker an opportunity to meet the patient's family. Unless
ji
there is a specific problem which requires social service attention, the
r
I
case is closed after the social history has been obtained and is reopened
i' at the time the patient is ready to leave the hospital either directly or
ii
on a trial-visit. Pre-trial visit or pre-discharge planning require a
i!
jj
home conditions report, in addition to work with the patient concerning
his plans for the future. While the patient is on trial visit, he is

5Tiaited by a worker from the hospital if he lives witidn a radius of
fifty miles of the hospital. Otherwise he is referred to the local
Veterans Administration Regional Office.
The records of the social service departirent have existed in their
j
present form only since February, 19^7» Until then, all recorded material
such as social histories, progress notes, pre-trial visit reports and
correspondence were forwarded to the patient's clinical folder and no
copies were kept in the department. All contacte with the patient, his
family, the doctor, or other agencies were briefly noted on index cards.
At present, the above-named reports are still filed in the clinical
folder but a carbon copy is kept in the social service folder. Copies of
selected material are sent to the Regional Office to be incorporated in
the patient's essential folder. It is customary to dictate discharge
summaries on all patients who have left the hospital, describing briefly
the problems presented and the activity of the worker. An effort is also
made to record interviews with patients or relatives which are not neces-
sarily a part of a specific report and to keep these recordings in the
social service folder only* On the whole, the social worker's reports
have to serve a twofold purpose: they must meet the needs of a busy physi-
cian, contain the necessary information as briefly and concisely as pos-
sible, and be sufficiently full and detailed to aid the worker in the
evaluation of his work and the development of his professional skills.

CHAPTER II
THE MEANING OF DISCHARGE AGaINjT MSDICaL ADVICE
At timee the patient will insist on being discharged, when, in
the opinion of the hospital and the attending physician, such a dis-
charge is inadvisable; and unless the patient is under legal commit-
ment he has this right. The hospital has no authority to detain him
against his wishes, yet it must have protection against slander and
possible suit for damages. The patient must therefore sign a form
..•releasing the hospital and physician from responsibility of ill
effect s.l
The above quotation from a handbook on hospital management very aptly
describes discharge against medical advice as it is commonly understood*
The Veterans Administration in addition rules that no one who has been
discharged against medical advice may be readmitted to a Veterans Admin-
istration hospital within ninety days of such a discharge, unless a medi-
2
cal emergency exists which requires earlier hospitalization*
In a mental hospital, the patients are under legal conmitment and,
accordingly, the above definition would not be expected to hold for com-
mitted patients. At the same time, patients in a Veterans Administration
hospital are subject to the rules and regulations of the Veterans Admin-
istration and these rules do not exclude neuropsychiatric patients from
the privilege of discharge against medical advice. The question arises
as to how this procedure can be reconciled with the laws of the state and
1 Malcolm T, Mc "achem. Hospital Organization and Management
,
p. 509.
2 Veterans Administration
,
Regulations and Procedures
,
para, 6959
Feb, 12, 19^5^ See Appendix B,
i
the nature of the illness from which mental p&tients suffer. This problem
was thoroughly discussed and defined by the clinical director of the Vet-
erans Administration Hospital in Bedford in a personal interview with the
writer and had best be described in his own words as follows:
"The practice of "Discharge Against Medical Advice" (AMA) is or-
dinarily not associated with mental hospitals. In general hospitals,
it probably is most frequently resorted to for patients admitted for
emergency treatment following an accident. In tuberculosis hospitals,
the prolonged periods of hospitalization without continuous active
therapeutic manipulation not infrequently lead to preniature demands
for discharge. In the case of serious mental illness, xrnlike other
types of illness, there is involved, in addition to the patient and
the hospital, a third party—the State. Agreement by the patient to
release the hospital of responsibility in case of discharge (AMA) is
applicable in general medical, surgical, or tuberculous illness,
since there are only two parties concerned. But, since there is a
third party involved in neuropsychiatric cases and since the hospital
is ordinarily responsible to the State as well as to the patient, a
release from the patient is insufficient to release the hospital of
responsibility. It is for this reason that AMA discharges are un-
known in state hospitals for the mentally ill.
"The Veterans Administration neuropsychiatric hospitals are not
responsible to the Commonwealth, While we voluntarily accept in-
spection by the Department of Mental Health of the Gommonwealth, we
are not subject to their jurisdiction. In this sense, then, the
Commonwealth is not a third party in our relationships with neuropsy-
chiatric patients and their families, and the Commonwealth is not an
essential party to any agreement or release entered into between the
Veterans Administration hospital and the neuropsychiatric patient or
his relatives. Also, the regulations of the Veterans Administration ;
regarding AMA discharges were undoubtedly drawn up with the general
medical and surgical or tuberculous hospitals in mind, and the appli-
cability of the regulation to neuropsychiatric cases was probably
incidental.
"Actually, we in the Veterans Administration do consider our-
selves morally responsible to the community and would refuse to dis-
charge a patient if the probability was strong that he was dangerous
to himself or otners. In that event, the only recourse of the pa-
tient, or family, would be to sue for a writ of habeas corpus or to
petition the Probate Court for a decision as to his sanity.
"The AMA procedure does serve the function of putting the pa-
tient's family on notice that the patient is probably too sick to
adjust outside the hospital. In certain number of cases, the family

is sufficiently imprsssed by the threat of AM.v procedure to forego
insi stance for discharge.
"The decision as to whether discharge s iould be refused or per-
mitted AMa is, of course, a medical decision. Factors to be consid-
ered include the history of the patient's illness, his mental status
at the time, the economic capacity of the family to provide needed
medical and nursing care, the a&ount and kind of supervision the fam-
ily can provide from their own resources (other than economic).
"This procedure is also used occasionally when discharge is de-
manded before the staff has completed a reasonable period of study
—
in the absence of very positive, obvious contraindications to dis-
charge, or where there appears to be a fairly strong indication for
a particular type of treatment which is rejected by patient or family
"It should be pointed out that the incidence of AMA discharge
will vary according to the confidence in the hospital that the staff
can instill.
"
From the foregoing discussion, it appears understandable that little
material could be located on the subject of discharges against advice from
mental hospitals. Two physicians at St. Elizabeth's Hospital, Washington,
E.G., made a foilow-up study of 285 patients discharged from St. Elizabeth
against medical advice between 1920 and 1925. These patients left the
hospital either because they were found sane by a jury during regular com-
mitment proceedings or a habeas corpus hearing, or because they had been
hospitalized by executive order as former service personnel, but because
they had not been regularly committed their families could insist on dis-
charge. Only 162 pctients answered the qv^estionnaire : of these, 15«2 per
cent were making a satisfactory adjustment. The reiTiainder either nad been
rehospitalized, had died, had committed suicide, or were makinii a poor ad-
ju3tnent in the community. The purpose of the study was to point out the
5 Elmer Klein and Roger S. Cohen, ''Careers of Patients Dis-
charged against Medical Advice from St. Elizabeth's Hospital, 1920-1925,"
-Mental Hygiene. 11:557-68, April, 1927.

damage which can be done when the hospital is forced into action a^aindt
its better judgment by decisions made by laymen, which should properly be
made only by qualified payciiiatrists. These discharges were largely the
result of court rulings rather than family pressure. The authors did not
attempt to investigate why the families and the patients either insisted
on discharge or instituted legal procedures to obtain release froiL the
hospital.

CHAPTER III
THE IMPLICATIONS OF HOSPITALIZATION TO THE PATISNT AND HIS FAMILY
One of the greatest obstacles to the acceptance of hospitaliza-
tion that the mentally sick person has to face is the present-day-
attitude of society toward mental illness* While psychiatry as a
scientific branch of medicine has received limited recognition, it
is dissociated from the general cultural attitude which still looks
upon mental illness with ignorance, superstition and prejudice. As
a member of society, the patient shares the attitude of the group,
and it operates to intensify his feelings of difference as a men-
tally ill person. He sees in the tragedy that has befallen him a
threat not only to the self but to his status as a member of the
group, and the terrible totality of the separation is almost more
than he can bear.-*-
The thoUf^ht of a psychosis frightens people. They think of it as
something to be ashamed of, to be hidden from others. A psychosis inter-
feres with the patient 's interpewotial relationships more than any other
illness, A husband who was loving and considerate to his wife suddenly
begins to hear voices, is unable to remain on his job, becomes irritable,
and his behavior perplexes all those who knew him. The family will spend
marty unhappy hours until they realize that the patient is ill and is not
just "acting up." Mental disorders are difficult to explain. They are
not caused by a germ which can be destroyed by drugs, nor are they the re-
sult of a defect which can be cut out. Their development and onset are
insidious and--at least to the family—mysterious. The explanation of a
mental illness in terms of dynamic psychiatry is often as unpalatable to a
layman as the illness itself, if indeed such an explanation can be worked
1 Henrietta B. DeWitt, "Hospitalization and the Mental Patient,"
Mental Hygiene. 51:26?, April, 1917'

11
out for a given illness. Mental illnesses take time to improve. The p<a-
tient usually is ambulr-tory, is not receiving ar^ "medicine" and his hos-
pitalization is prolonged. The treatment offered is often frightening,
such as electroshock therapy, or is incomprehensible, such as analytically
oriented psychotherapy. The psychotic patient himself rarely recognizes
that he is mentally ill. He may know that something is wrong and may even
be able to admit that he is ill but he will almost never agree that he be-
longs in a mental hospital. As a result, he usually is not consulted a-
bout plans for his hospitalization, he is not prepared for it and fre-
quently does not know that he is going to a mental hospital until he finds
2
himself in the admission office*
It is small wonder, then, that the nsed to take a close relative to
a mental hospital arouses a torrent of emotion in the family. They feel
threatened: "If my father or son or mother can break down, so can I."
There may be strong guilt feelings involved, especially if the family re-
lationships were not too good. There may be rejection of the patient;
there may be a strong sense of stigma and shame; there may be a feeling
that the patient is incurably ill and a hopeless sense of futility. Yet
the attitude of the family is of vital importance to the recovery of the
patient. If he has an interested family who can provide a protective home,
comparatively free of emotional pressures, he may be able to leave the hos-
pital much earlier than if he i.as to be prepared to make a community ad-
justment on his own. If the family can succeed in making tne patient feel
2 Ibid, p, 269.

needed and wanted at horse, this may gi ;e him an incentive to strive for
improvement. On the other hand, the inter-family relationships may have
been such that they contributed to the patient's breakdown, and it would be
unwise to encourage him to return to such an environment.
During the hospitalization itself, the family's attitude can become
an important factor in the patient's adjustment to hospital routine and
the benefit he may derive from the treatment offered him. Although he
may not show any reaction to his family's visit, he may yet be affected
by their presence. An antagonistic, wailing relative may do much harm,
while a confident, encouraging visitor may contribute greatly to the pa-
tient 's recovery.
There are few families who do not need help during this period. Of-
ten it is not so much a question of interpreting the patient's illness to
them as it is a need to reassure them, to relieve their anxiety, and to
give them support with their own problems around the patient's illness.
The physician who is caring for a large number of patients can hardly as-
sume a therapeutic role for the relatives as well—he has neither the time
4
nor the setting. It becomes the function of the social worker to help
the family''with their fear and possible guilt in relation to the patient,
with their fear for tnemselves; to Help them to a frank acceptance of the
illness with the patient and others; to help them enable the patient to
use the hospital; to make of this ending a new beginning for the patient
and for themselves in bringing about a more favorable psychological and
5 Ibid., pp. 274-5.
4. J, W. Klapman, "Public Relationships of the Mental Hospital,"
l^ent&l Hygiene
,
26:591, July 1944.

5
social environment"
A variety of treatraent methods have been devised which can be applied
depending upon the illness of the patient and the type of hospital to
which he is admitted. Often the mere removal from the strain of everyday-
living has a beneficial effect on the patient. Specific treatments vary
from psycho-analysis and an analytically oriented hospital treatment
plan to shock therapy and other physical therapeutic methods. Dr. William
Wenninger d^^acribes a very interesting hospital program based on the the-
ory that a psychosis represents a disturbance of the balance between the
6
patient's aggressive (destructive) and erotic (constructive) drives,
therefore therapy must meet the patient 's unconscious needs in order to
restore the equilibrium of these drives. To this end, all the patient's
activities are coordinated: occupational therapy, recreation, hydrother-
apy, and individual psychotherapy. The physician assumes the leadership
in this plan, interprets the patient's needs to the staff who handle him
accordingly, and in his own contacts with the patient attempts to guide
him towards better insight into his problem, thus effecting his recovery.
This program is time-consuming, requires a large, well-trained, analyti-
cally oriented staff and is therefore very expensive.
Public mental hospitals, unfortunately, can rarely approach this
ideal. They are over-crowded and under-staffed. Psychotherapy is given
whenever time permits itj shock therapy is administered when indicated.
5 Ruth Gartland, "The Psychiatric Social Worker in a Mental Hos-
pital," Mental Hygiene
, ^1:290, April, 194?.
6 W, G. Menninger, "individualization of Psychiatric Hospital
Treatment," The Wisconsin Medical Journal
,
57:1086-68, ll44, Dec, 1958.

Occupational therapy, instead of being the individualized, therapeutic
experience Dr. Menninger envisages it to be, often deteriorates to cheap
labor which gets the hospital 's chores done.
The Veterans Administration mental hospitals are, at the moment, bet-
ter off than most state hospitals. The per capita expenditure is much
larger than in state hospitals, the physical plant is well kept and at-
tractive, the food is good, salaries are much higher than in state hospi-
tals, so that there are adequate numbers of nurses, attendants, social
workers, occupational therapists and allied personnel. The ratio of doc-
tors to p&tisnts is much more favorable than in state hospitals. In addi-
tion, the hospital at Bedford has an approved resident training program
and as a result some of the most prominent psychiatrists in the Boston
area come to Bedford as consultants. The treatment offered at Bedford
includes individual psychotherapy with or without sodivim aagrtol, shock
treatment, both insulin and elect roshock, hydrotherapy, individualized,
carefully supervised occupational therapy, extensive medical rehabilita-
tion. In addition, the hospital has the vast resources of the Veterans
Administration at its disposal. Vocational rehabilitation, pensions, men-
tal hygiene clinics, schooling at government expense, are all available to
the veteran patient, while the state hospital patient who is not a veteran
has to make considerable efforts in order to obtain similar advantages.
Yet in spite of these features, Bedford is still a mental hospital
where patients have to be kept behind locked doors. They are expected to
conform to a routine and have hardly any privacy. They are not allowed
their own razors and matches. They cannot take a shower whenever they

feel like it but have to do it at certain times, under supervision. When
they want something from their own personal belongings, they h«ve to ask
the nurse, because ever;v'thing is locked up. If they want to read, they
must carry their books around with them, because there is no place to
leave them except under lock and key. These measures, of course, are
necessary to insure the safety of the patients. Because of the nature of
their illness, they cannot be given the same type of freedom that even a
general hospital patient may have. Yet this closely supervised way of
living arouses a great deal of hostility in many patients and they express
their resentment of their confinement freely. If one considers a patient I
who does not recognize that he needs hospitalization, one can well imagine
what his reaction will be and what he is going to tell his family when
they visit him.
The very nature and size of a mental hospital make individualization
of the patient and his family difficult and necessitate a certain amount
of mass treatment. Yet it is as important in mental illness as in any
other illness not to lose signt of the individual who is sick and not to
consider the illness alone which has afflicted the person. The mental pa-
tient is particularly dependent upon his interpersonal relationships for
his ultimate recovery. It is, therefore, an important part of treatment
to help him obtain satisfactory and constructive relationships in and out
of the hospital. The specific treatments offered in a cental hospital are,
after all, geared towards helping the patient regain a social recovery
which will allow him to live as normally as possible in the community.
Successful treatment of a mental illness requires the cooperation of

the patient's family; first in keeping him in the hospital, and later in
helping him make the most of the help offered. In discharges against
medical advice, the families were unable to tolerate the mental hospital
and thus could not help the patient. Their activities must be regarded
not only in relation to their own problems but also in the light of the
prevailing attitude towards mental illnesses and hospitalization.

GHnFTER IV
ENVIRONMEKTAL FACTORS IN DISCHARGES AGAINST MEDICAL ADVICE FROM
THE VETERANS ADMINISTRi\TION HOSPITAL, BEDFORD, MASSACHUSETTS,
JULY 1, 1946 TO JUNE $0, 19^7
Introduction
In this chapter, certain environmental information regarding the
group of patients who were discharged against medical advice from the
Veterans Administration Hospital, Bedford, between July 1, 19^6 and June
50, 1947, will be presented. Although there were thirty such cases, only
twenty-eight records were available and all findings are therefore based
on that figure. Whenever possible, comparable statistics were obtained,
either from the hospital or froir the Annual Report of the Commissioner of
Mental Health of the Commonwealth of Massachusetts for 1940, which is the
last published report of this sort. The hospital does not maintain a
statistics division of its own but it does furnish the Department of Men-
tal Health with certain information about the patients. From these data
the Departrr.ent compiles its annual reports and returns the hospital's fig-,
ures, properly analyzed and tabulated. The material for the period of
July 1, 1946 to June ^0, 1947 has not yet been completely worked up; there4
fore the latest over-all figures cover the preceding year, July 1, 1945 to
June 50, 1946. Some statistics apply to selected groups only. Nativity
and parentage statistics for the hospital were found for first admissions,
for instance, while the group under consideration here includes both
first admissions and readmissions. Even though the data for the hos-
{
pital are not always parallel to those of this group, they are introduced
as illustrative material rather than as a basis for exact comparison.
Table I shows the admissions, discharges, deaths, resident population
and patients on visit at the Veterans Administration Hospital, Bedford,
for the year ending June ^0, 19^6. It is presented to indicate the rela-
tionship between the component parts, which will be utilized separately,
and thevfcole statistical picture.
Table i
admissions, dischvrges, deaths, by first admission and readmission,
VETERANS ADMINISTRATION HOSPITAL, BEDFOflD, IviaSSaCHUSETTS,
JULY 1, 1945 TO JUNE 50, 1946, AND RESIDENT POFULnTION
AND P .TISNTS ON VlilT, JUNE ^0, 1946, ^
Type of Admission Admissions Discharges Deaths Res. Pop. On Visit
First adm. 6I5 548 47 769 180
Readmissions 2^1 174 984 100
Total 844 722 78 1775 280
a Source: Unpublished data. Registrar's Office, Veterans
Administration Hospital, Bedford, Mass.
Illness and Hospitalization
The thirty patients who left Bedford Veterans Administration Hospital
against medical advice between July 1, 1946 and June 50, 1947 comprised
about five per cent of all patients discharged during that time. In Table
II, these discharges are presented. This table was compiled from monthly
figures in the Registrar's Office at Bedford and does not fall within the
range of Table I,
i
19
TABLE II
TOTAL DI3CH.-.RGES FROM THE VETERANS xiDMINISTRATION HOSPITAL,
BEDFORD, MASSACHUSETTS, JULY 1, 19^6 TO JUNE 50, 194?.^
Type of Discharge Number of Patients
Direct discharge 258
Discharge from trial-
visit or leave 215
Death 70
Transfer 55
Death on trial-visit
or leave 0_
Total discharges 574
b Source: Unpublished data, Registrar's Office, Veterans
Administration Hospital, Bedford, Mass.
According to Table II, 258 patients were given direct discharges.
This figure includes those patients who were discharged against medical
advice. Two hundred and thirteen patients were discharged from trial visit
while seventy patients died, and thirty-three patients were transferred to
other institutions. Elopements are not included in this table.
Of primary importance in the discussion of any problem related to
mental illness is the diagnosis of the patients. Table III shows the
diagnoses of the group under consideration here, of the resident populatior
at Veterans Administration Hospital, Bedf:;rd, on June 50, 1946, and of all
discliargea for the year ending on that date.

TABLE III
DIAGNOSES OF PATIENTS DISCHARGED AGalNST MEDICAL ADVICE, JULY 1, 19^6
TO JUNE 50, 1947, OF THE RESIDENT POPULATION June 50, 19^6, .aND OF
ALL DISCHnRGSS DJRING THE YErtR ENDING JUNE 50, 19^6
°
Diagnosis Pts. Disch. Res, Popu- Discharges
AMA 7/1/46- lation 7/1/45-6/50/46
6/50/47 6/50/46
No. Per cent No. Per cent No. Per cent
Dementia
praecox 16 57.2 1212 68.4 577 52.2
Other psy-
choses 6 21.4 457 25.8 140 19.5
Manic de-
pressive 1 5.6 70 5.9 54 4.7
Psycho-neu-
roses 5 10.7 18 1.0 86 11.9
Without
psychoses 2_ 7.1 16 •9 85 11.8
Total 26 100.0 1775 100.0 722 100.0
c Source: Unpublished data. Registrar's Office, Veterans
Administration Hospital, Bedford, Mass.
In the group of patients discharged AMA, the term "other psychoses"
includes the following: psvchosis, unclassified, two cases; alcoholic
psychosis, two cases; psychosis with psychopathic personality and trauma-
tic psychosis, one case each. For the hospital group, this term includes,
in addition to the diseases already named^ psychoses due to syphilis, other
infectious diseases, arteriosclerosis, other organic conditions, and senile
psychoses. Among the patients discharged against medical advice, only two

patients were without psycJnosis; one suffered from psychopathic inferiority
and the other was an alcoholic, but without psychosis. The patients in
the other two categories presented such problems as psychopathic personal-
ity, personality disorders and epilepsy.
It is interesting to note that the rates for the diagnostic classi-
fications among the patients discharged against medical advice and those
given a regular discharge vary only slightly. The greatest difference ia
found among the dementia praecox patients, which comprise 57»2 per cent of
the AMA discharges and 52.2 per cent of the total discharges for the pre-
ceding year* Both groups differ considerably from the resident population,
which is not surprising. Obviously, the resident population would consist
of more severely ill patients than the discharge groups. The fact that
the AMA discharges represent the same diagnostic cross-section as the legi-
timate discharges is important. It demonstrates that the reasons for AMA
discharges have no connection with the patient's diagnosis but must be
looked for in other areas. It is ioportant, too, from a preventive point
of view: the diagnosis will be of little help in predicting the probabil-
ity of a discharge against medical advice in a given case.
Table IV presents the age at admission of the twenty-eight patients
who were discharged against medical advice. Although no comparative fig-
ures were included, it was felt that there are important implications to
the family and the patient himself. The same is true of Tables V and VI,
length and type of service and previous hospitalization, respectively.

TABLE IV
PATIENTS DISCHARGED AGAINST MIG.hL ADVICE:
AGES AT ADmSSION, BY DIA(2I0SIS
Age Dem. Other Mani c
.
Psych, Vi'ithout Total
(years) praec. psych. depr. neur. psych.
15-19 1 _ _ 1
20-24 8 2 _ 1 _ 11
25-29 4 1 - - 2 7
50-54 1 2 -
1 3: 2
40-44 1 1
45-49
50-54 1 2
Total 16 6 1 2 28
The majority of the patients were youngj nineteen were under twenty-
nine years old. i\ 11 but four nad been oversejas; thirteen had been in
combat, three were wounded or taken prisoner. Eighteen patients were in
service more than two years, and one wasin the Army as long as six years.
Twenty-two patient 3 had been hospitalized while sti.l in service, six had
been in other mental hospitals and only five had never been in an insti-
tution. It is to be expected that these factors will £iffect the families
as well as the patients' attitudes towards the illness and the ho spital.
The men who had been well enough to serv« in the Armed Forces had under-
gone considerable stress and strain, had become ill either while still in

TABLE V
PATIENTS DISCHiRGED AGAINST MEDICAL ADVICE:
LENGTH AND TYPE OF MILITARY SERVICE; TYPE OF DISCIi^RGE
Length of 3erv, In Over- Com- Wound Discharge
(Months) U.S» seas bat & POW Medical Regular
10-14 1 2 1 - 2
15-19 - 2 1 - 2 1
20-24 1 1 - 1 5
25-29 1 4 2 - 4 5
50-54 1 - 2 - 1 2
55-59 - 1 2 1 4
40-44 - - - 1 1
45-49 - - 5 - 1 2
50-75 - - 2 - 1 1
Total 4 8 15 5 19 9
service, as proved by the nineteen medical discharges, or had broken down
soon thereafter. The exceptions are the three patients in the oldest age
group who were veterans of World War I and were not hospitalized until
several years after their discharge from service. Again, the problem of
service-incurred mental illness is not one to be faced exclusively by the
families of the patients discharged AMAj every patient at Bedford is a
veteran and their service records would not be too different from those of
patients in this group. The patient's age, his service experience, his
illness in service, play an important role in shaping his and his family's
i
TABLE VI
PATIENTS DISCHARGED AGAINST MEDIOx^L aDVICE:
PREVIOUS HOSPITALIZATIONS BY DIAGNOSIS
Diagnosis Hospitaliza- Previous hospi- No previous
tion in talization for hospital-
service * mental condi- ization
tion (not in
service)
Dementia praecox 15 5 5
Other psychoses 4 2 1
I'RTiio depressive 1
Psycho-neurosi s 5
Without psychosis 1 1_ 1_
Total 22 6 5
* Four patients in this group were hospitalized in service
for conditions other than neuropsychiatric.
Ii
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reaction to his illneas and his hospitalization at Bedford, and must
therefore be included in a discussion of discharges against medical ad-
vice.
The source of admission of the patient is irr:portant because it indi-
cates how much of the onset of the illness the faniily were able to wit-
nesso Table VII illustrates this point.
TABLE VII
PATIENTS DISCIi\RGED AGAINST MEDICAL ADVICE: SOURCE OF ADMISSION
Source of Admission Number of Patients
State Hospitals 2
Military Hospitals 5
Home 14
Other sources 7
Total 28
Only five patients were admitted from military hospitals and dis-
charged from the service upon arrival at Bedford, Their families had not
been with them when they first became ill. They had seen them in Army
hospitals before their discharge and had known that they could not take
any action against military authority. It is quite possible, also, that
they were told by the military physicians that their sons could come home
after they were transferred to the care of the Veterans Administration;
an unfortunate but not uncommon practice in military hospitals. The feel-
ings of anxiety and bewilderment towards mental illness would naturally be
i
intensified if the family had not seen the onset of the illness, but was
confronted with a patient who was sufficiently ill to warrant his trans-
fer to a Veterans Administration hospital in preference to direct release
from military duty. As Table VI indicates, a much larger number actually
had a mental or nervous disturbance while in the service but they were
considered well enough to be discharged into their own care rather than to
the Veterans Administration. In many instances the family noted a marked
change of behavior, yet at least they had the experience of living with
the patient and of noting the need for treatment. There were a number of
cases where the family was very active in making the arrangements for hos-
pitalization; the same farailies later on exhibited an equal amount of
energy in obtaining the patient's discharge. None of the patients came to
the hospital through a court. Theyoame upon the recommendation of private
physicians, other Veterans Administration hospitals, or Veterans Adminis-
tration clinics. A few were brought in by police officers because of
their disturbed state of mind, but the majority were accompanied by members
of their families, or by hospital and other Veterans Administration person-
nel.
Table VIII demonstrates the compentency and types of commitment of
the patients in this study. When a patient is declared incompetent, this
means that he is considered to be unable to handle his owrjaffairs because
of his medical condition but it does not necessarily indicate the need for
a guardian. When a patient is still incompetent at the time of his dis-
charge, guardianship proceedings may have to be instituted, especially if
the patient is entitled to funds from the Veterans administration. The

TABLE VIII
PATIENTS DISCHARGED .^GAINST MEDICAL ADVICE: COMPSTENGY AND
TYrE OF COMITMENT OF PSYGKOTIC nND NON -PSYCHOTIC PATIENTS
Type of Gondition Competency Type of Commitment
Incom- Compe- Regu- Tempo- Observa- Volun-
petent tent lar rary tion tary
Psychotic 14 9 17 5 1 2
Non-p sychotic 5 2
Total 14 14 17 6 1 4
pension or compensation monies of a nospitalized, incompetent veteran are
forwarded to the manager of the institution for safe-keeping and distribu-
tion, if the veteran does not have a guardian. If the veteran has a guar-
dian, the payments may bemade to the latter instead. Needless to say, an
incompetent patient would be discharged only if his family insisted on it.
On the other hand, one non-psychotic, competent patient was allowed to
sign himself out.
The majority of the patients who left the hospital against medical ad-
vice were regularly committed to the institution by the courts. Seventeen
patients fell into that category, while an additional six were admitted
under temporary care papers. Temporary care papers are valid for ten days
only; at the end of that time the patient must eitner be discharged or be
1
regularly committed. as Tables IX and X show, many pifcLents left before
1 Massachusetts General Laws, Gh, 12^, Sect. 79
i
the ten days had passed. Several of the patients in temporary care were
found to be comiiiittable; it is possible that the prospect of coiuuiitment
proceedings frightened their families into taking the patients out against
medical advice, especially if the patient was exerting pressure to that
effect. There were four voluntary admissions who left the hospital
againstmedical advice. This may seem incongruous, as a voluntary patient
may leave after giving three days' notice. The law, however, specifically
prescribes that a voluntary patient may be detained "if his condition is
2
deemed,.. to be such that further hospital care is necessary." A volun-
tary admission implies that the patient is competent to make decisions.
The four patients in this classification knew that they were ill, that
they needed treatment, and that this treatment was available to them at
Bedford. They were discharged in accordance with tne policies as set
forth in Chapter II of this study, because they refused treatment which
seemed to be strongly indicated, and hospitalization without specific
treatment would be of little value.
Again a comparison between the group of patients discharged AMA and
a group which was discharged with medical Approval does not reveal gross
differences. Eighty-two per cent of the former group and 88.5 per cent
of the latter group left the hospital after a stay of less than six months,
A significant variation does occur among the patients who were hospital-
ized for more than one year: less than four per cent of the regular die-
chargees had been hospitalized for one year or longer, while 17.9 per cent
2 Ibid., Oh, 125, Sect. 86.
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TABLE IX
LENGTH OF HOSPITALIZATION OF PATIENTS DISCHARGED AGAINST
MEDICAL ADVICE, JULY 1, 19^ TO JUNE 50, 19^7, AND OF
FIRST ADMISSION DISCHnRGES, JULY 1, 19^5 TO JUNE 50, 1946,
VETERANS ADMINISTRATION HOSPITAL, BEDFORD
Length of hospi- Pts. Disch, First Adm. ^
talization AMA disch.
7/1/46-6/50/47 7/1/45-6/50/46
Number Per cent
Under 1 month 15 46.4 250 42.0
1-5 months 6 21.4 204 57.5
4-6 months 4 14.5 50 9.2
7-11 months 45 7.8
1 year 4 14.5 12 2.2
2-4 years 1 5.6 5 .5
5-9 years 5 .5
10-19 years .5
Total 28 100.0 548 100.0
d Source: Unpublished data in Registrar's Office, Veterans
Administration Hospital, Bedford,
of the AMA dischargees had stayed more than one year, but less than four
years. One would expect that after a year or more the family and the pa-
tient would grow accustomed to the hospital and would have developed suf-
ficient confidence in the hospital to know that the patient would be dis-
charged if that were considered at all possible from a rcedical point of
view. Four of these patients were World War II veterans; one had received
a head injury, while the others had become ill in service. Two were trans-!
I
TABLE X
LE3JGTH OF HOSPITALIZATION OP THIRTE3N P..TIENTS WHO WERE IN THE HOSPITAL
UNDER ONE MONTH AT THE TIME OF THEIR DISCHARGE AGAINST MEDICAL ADVICE
Condition 1-10 days 11-20 days 21-50 days
Psychotic
Non-psychotic
Total
6
4
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ferred directly from a military hospital, and their families dernanded
their release from the time of their admission to Bedford. The other two
were brought to the hospital by their families, who recognized that the
men were not well. Nevertheless, they began to agitate for discharge al-
most immediately. They wrote frequent letters, saw various doctors when-
ever possible, and one mother had a prolonged contact with social service.
Furthermore, these patients were all very disturbed and spent their time
on the acute service. In spite of all this, these patients were taken out
against advice. All but one are now rehospitalized. The fifth patient,
who stayed in the hospital longer than anyone else, namely twenty-nine
months, was a World War I veteran who developed dementia praecox, paranoid
type, in 1944, Before his hospitalization he caused a great oeal of
trouble, so that no one in his family paid much attention to him after he
arrived in Bedford, He was single, his mother died while he was in Bedforc
and his brothers and sisters were afraid of him. About two years after
his admission, he was found to have tuberculosis but his mental condition
improved markedly at the same time. The sister became extremely solici-
i
tous, agitated strongly for his discharge, and finally was allowed to take
the patient home when it was ascertained that he would shortly be admitted
to a tuberculosis sanitorium. Her motivation will be more fully discussed
in Chapter IV,
The figures in Table IX indicate that fewer patients leave the hospi-
tal after they have been in for more than six months. This is corrobo-
rated in the Annual Report of the Commissioner of Mental Health for the
Commonwealth of Massachusetts, The average length of hospitalization of
male patients who were discharged from mental hospitals in 19^0 was ,61
years, or seven and one third months. The average stay for patients in
the twenty to twenty-nine years age group was ,65 years, or seven and one
half months. The same report states that of 2,4^1 male patients dis-
charged during that time, 1,244, or almost fifty per cent, had been in the
4
hospital less than one month. Thus it is not the brevity of the hospi-
talization of patients who were discharged against medical advice which is
unuaaal, but rather the fact that 17*9 per cent of the discharges occurred
among patients who had been hospitalized for more than one year. Upon ex-
amining these cases more closely, it appears that the decision to take the !
patient out against medical advice was not induced by the long hospitali-
zation but rather was the climax of a long struggle between the families*
needs and those of the patients.
The patients who left the hospital against medical advice were still
very actively ill. They were being cared for on the closed wards and only
5 The Commonwealth of Massachusetts, Annual Report of the Commis-
sioner of Mental Health for the Year Ending November 50, 1940, p, 182.
4, Ibid. p. 554-5
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TABLE XI
PATIENTS DISCHARGED AGAINST MEDICAL ADVICE:
SERVICE FROM WHICH THEY LEFT THE HOSPITAL
Service Number of Patients Per Cent
Reception 10
Acute 7 25.
Continued treatment 8 28.
Parole 1 4.
Infi rmary 1 k.
Tuberculosis 1 4.
Total 28 100.
TABLE XII
POST-HOSPITALIZATION ADJUSTMENT OF PATIENTS
DISCHARGED AGAINST MEDICAL ADVICE
Type of Adjustment Number of Patients Per cent
Rehospitalized at Bedford 7 25.
Rehospitalized in other
hospitals a 28.
Attempted rehospitalization
at Bedford 1 4.
Patient reported doing well 2 8.
No information available 10
Total 28 100.
iI
6ne of the group had parole privileges. Table XI shows the services from
which the patients were discharged. Many of the patients on the recep-
tion service would probably have been transferred to a less closely super-
vised ward had they remained longer. The fifteen patients on the acute
and continued treatment services, however, were still in need of much at-
tention.
Some information was available in the patients' records regarding
their post- hospitalization adjustment. Table XII furnishes these data.
They are of necessity of a negative nature because they consisted largely
of requests from other hospitals for abstracts of the patients' records.
There were only two instances in which the patient or his family wrote to
the hospital to tell of the patient's satisfactory prOi^ress,
According to this table, at least 55 per cent were rehospitalized at
one time or other. This is considerably lower than the findings of Klein i
and Cohen, described in Chapter II of this study. These investigators
learned that 69.4 per cent of the patients who were discharged against
medical advice from St, Elizabeth's Hospital between 1920 and 1925, who
were living at the time of the survey and returned the questionnaire, had
5
been or were at the time in mental institutions. Since the post-hospital
adjustment of the patients was not the subject of this study and since the
figures are based on somewhat haphazard information rather than a system-
atic survey, they cannot be given too much weight. Adjustment has to be
evaluated from aspects other than rehospitalization: ability to partici-
5 Elmer Klein and Roger S. Cohen, "Careers of Patients Discnarged
Against Medical Advice from St. Elizabeth's Hospital, 1920-1925," Mental
Hygiene
, 11:56?, April 192?. I
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pate in normal family living, ability to earn a livelihood, ability to •
form relationships, have to be included in a true investigation of post-
hospital adjusttcent. The need, or lack of need, of rehospitalization is
only one facet of a very complex problem. On a very superficial level,
however, the figures in Table XII indicate that at least 55 per cent of
the patients discharged against medical advice had to resort to rehospi-
talization.
Social Setting
The social and economic environment of a patient is an important fac-
tor in his adjustment to the hospital. Economic pressure might also con-
tribute to the family's anxiety and accelerate their desire for the pa- I
tient's discharge. Table XIII shows the patients' marital condition and
pension status,
table xiii
patients discharged against medical advice:
Marital condition .^nd pension status
'
'
"
'
Marital Compensation Pension Claim No Comp, or Total
condit, 0-50 51-100% pending pension
Married 2 5 1 2 - 8
Unmarried
_4_
__8_ _1* J4_ 20
Total 6 11 2 6 5 28
* Pension granted by non-federal agency.
Compensation is awarded to veterans who have service -connected dis-
abilities. The amount depends upon the degree to which the veteran is dis-
'L
i
abled as a result of his condition. At the present time, 100 per cent dis-
ability means monthly payments of $1^8, which are tax free. The disabilitj
ratings are subject to review, and veterans receiving compensation are
j
reexamined periodically. Pension payments consist of $60 a month, with
certain exceptions which are irrelevant here, and are made to veterans who
are totally and permanently disabled as a result of a non-service-connect-
ed condition. The veteran ceases to be eligible for such payments if his
yearly income from other sources exceeds $1500 if he is single, and $2500
if he has dependents.
Nineteen patients of the group were receiving compensation or pension
payments at the time of their hospitalization. The three patients who I
were not receiving such benefits included two men who had been attending
schools under the government's educational program and had had the usual
subsistence allowance. There were no indications in the records of any of
the unmarried patients in this group that they were either a financial
burden to their families or that their contribution was needed to keep the
family going. It is to be assumed that the patients who did return home
and who had a pension would pay for their room and board, but none of
thesepatients was the sole support of the family group.
The situation was somewhlat different among the married group of pa-
tients. In two cases, the wives already had assumed financial responsi-
bility, one by choice, the other by necessity. The former wife had no
children, because she did not think her husband could support a family ad-
equately on his wages as a bricklayer, although her husband had an excel-
lent work record and had never been hospitalized for a mental condition
i
until he was admitted to the hospital at Bedford at the age of thirty-
nine years. She wished to enjoy a high standard of living and preferred
to work for it. There was no indication that economic pressure forced
her into taking her husband out of the hospital against medical advice.
In the other instance, tne patient had become completely disabled from a
mental condition about fifteen years prior to his admission to Bedford,
and his wife had had to assume the role of breadwinner for the family of
five. In these cases, economic pressure was not a factor influencing the
request for discharge.
Financial difficulties were discussed by the wife of one patient as
her primary motive for requesting her husband's discharge. His diagnosis
during this admission was that of alcoholism without psychosis, but with
undiagnosed seizures. He had a service-connected disability of psycho-
neurosis IfQrsteria for which he was receiving 100 per cent compensation.
He had been hospitalized at Bedford before and had not done any work since
his discharge from the service two years earlier. Since his compensation
would continue to be paid to him while he was hospitalized, he could actu-
ally provide financial support for his wife while in the hospital. It
would appear, therefore, that the reason for the request f jr discharge was
more deep-seated than worries over finances. Economic pressure may have
been the motivating factor in one case, where the patient himself agitated
for his discharge. He suffered from an alcoholic psychosis, but was com-
petent. He recognized that drinking was his problem, yet he was convinced
that he could stay away from alcohol, in spite of a long history of dif-
ficulties due to drinking. He had a wife and three children to support,
II
his claim for pension or compensation waspending, and the family apparent-
ly had to rely on the help of relatives. It is difficult to evaluate the
true situation, however, since this patient was very reluctant to talk
about his personal affairs, and since his wife was never seen eitner at
the hospital or by a social worker at home.
One patient's complete indifference to his family's economic situa-
tion became a factor in diagnosis. F.J. was hospitalized for psycho-
neurosis in a Veterans Administration general medical hospital. While he
was there, his wife, from whom he was legally separated, sued for back
payments of alimony. He was completely unconcerned by this activity, and
this lack of interest influenced the doctor's decision that his condition
might be developing into a psychosis which would be more properly treated
at Bedford. The patient, however, did not agree with that opinion, re-
fused treatment, would not sign a voluntary paper, and, since he did not
show definite psychotic trends, he was permitted to sign himself out.
The patients who were discharged against medical advice were for the
most part too ill to be economic assets to their families. Since the phy-
sician's decision to grant a discharge against medical advice includes a
consideration of the family's economic position, it may be assumed that
the hospital would hesitate to allow a patient to go home if he would be
too great a burden on the family's resources. Furthermore, the provision
of compensation and pension payments substantially lessens the financial
strain on the families, which prolonged mental illness otherwise would
impose. It is, therefore, not surprising that economic factors played a
rather minor role in the deliberations of the families of patients who
i
were discharged against medical advice,
A good many patients who were discharged against medical advice were
the sons of iramigrants. Table XIV compares tne nativity and parentage of
the patients discharged against medical advice and the first admissions
to the Veterans Administration Hospital at Bedford for the year ending
June 50» 19^6. Table XV gives the same information for all admissions to
mental institutions in the Commonwealth of Massachusetts for 19^0 and in-
cludes the rates per 100,000 of the same nativity groups, fifteen years
and over, based on the 1950 Census.
Table xiv
PARENTAGE ^il^TD N-,TIVITY OF F .TIENTS DISCmiRGED AG.aKST ^IEDICaL ADVICE,
JULY 1, 1946 TO JUNE 50, 194?, aND OF FIRST ADMISSIONS, JULY 1, 19^5
TO JUNE 50, 1946, VETERi\NS ADMINISTR^.TION HOSFITaL, BEDFORD
Parentage Patients Diach. First Admissions ^
and Nativity AMA 7/1/46-6/50/4? 7/1/45-6/50/46
Number Per cent Number Per cent
Foreign bom 0 0 50 6.5
Native bom
Foreign par. 16 57.2 260 42.2
Mixed par. 5 10.7 70 11.4
Native par. 8 28.5 186 50.5
Unknown par. 1__ 47 7>6
Total 28 100.0 615 100.0
e Source: Unpublished data. Registrar's Office, Veterans
Administration Hospital, Bedford, Mass.
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TABLE XV
STnTE OF MASSACHUSETTS: PARENTAGE AND NATIVITY OP ALL ADMISSIONS
TO MEOTAL INSTITUTIONS, 1940: RATES PER 100,000 OP SAME NATIVITY
GROUPS PIFTEEN YEARS OP AGE AND OVER, 1950 CENSUS
Nativity Number of Per cent Rate per 100,000
and Parent. Admiss.
Foreign bom 1,909 27.5 185.5
Native born
Foreign par. 1,960 28.1 244.6
Mixed par. 804 11.5 258.6
Native par. 2,058 29.2 216.9
Unknown par. 260 5.7
Nativity unknown 5
Total 6,976 100.00 226.4
f Source: .-annual Report of the Commissionar of iviental Health,
1940, p. 14?
There were no foreign born patients among those discharged against
medical advice, although 8.5 per cent of the first admissions to the hos-
pital for the preceding y ear had been born abroad. On the otner hand,
57.2 per cent of the former group had foreign born parents, compared to
42.4 per cent in the latter group. In the remainder of the classifica-
tions, mixed parentage, native parentage, and unknown parentage, the two
groups approximate each other closely.
The countries represented among the foreign-born parents of the pa-
tients discharged against medical advice were Ireland, Canada, Italy,
Poland, Russia, Lithuania, Armenia, Turkey. This large group of foreign-
born patients does not only mean that in many cases a serious language

handicap existed but that there were cultural attitudes at work which
differ from those ordinarily encountered among native American parents*
As has been discussed in Chapter III, mental illness and hospitalization
is a very traumatic experience for most people in this country. But what
does it mean to an Eastern or Central European when he has to take a rel-
ative to a mental hospital? What is the significance of the low rate of
admissions of foreign-born as compared with the much higher rate of
native-born patients? Does it mean that only the healthier and more
stable people undertake to emigrate to America or does it indicate an un-
willingness to hospitalize a mentally ill person? Is the cultural pat-
tern of the foreign-born one that prescribes that families care for their
own patients at all costs? The answer to these questions does not lie
within the scope of this study. The figures do indicate, however, that
it is more difficult to reach the foreign-bom families of patients. Even
where tnere is no language barrier, as in the case of immigrants from
other English-speaking countries, the cultural differences still exist.
If one wishes to establish rapport with these families in order to help
them accept the illness, it is necessary to understand and overcome this
difference.
Summary
In this chapter, certain data in regard to twenty-eight patients who
were discharged against medical advice have been presented. These data
concern mainly environmental factors related to the hospitalization and
illness, as well as the patients' marital conditions, pension status,
^nativity and parentage. Selected statistics have been compared to similar
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information about other patient groups of the Veterans Administration
Hospital, Bedford, and to statistics from the 1940 Annual Report of the
Commissioner of Mental Health for the Commonwealth of Massachusetts,
The majority of the patients were World War II veterans with consid-
erable overseas and con-bat duty. Two were wounded in action and their ill-
ness was a direct result of their injuries. A third patient had been a
German prisoner of war for a long time* Most of the patients were between
the ages of twenty and twenty-nine years and many of them had been hospi-
talized in service for a mental or nervous condition, while an additional
few had had hospitalizations for other illnesses. Only five were non-
psyc!iotic, fourteen were incompetent, and most patient* were sufficiently
ill to require active treatment. The length of their hospitalization
ranged from two days to twenty-nine months. They did not differ signifi-
cantly in distribution of diagnosis and length of hospitalization from
other groups in the hospital, except that a larger percentage of patients
had been in the hospital for more than one year at the time of the dis*-
charge against medical advice than could be found among first admission
discharges during the preceding year. Although five patients were admitted
directly from a military hospital, the remainder of the group returned
home after discharge from the service and the families witnessed the onset
of the illness.
The patients' social setting was discussed in terms of marital con-
dition, pension status, nativity and parentage. Only eight of the entire
group were married, including one patient v*ho was legally separated from
his wife. It was felt that economic pressures were not important aspects
((
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of the requests for discharge against tnedical advice, either by the fam-
ilies or the patients themselves, .\lthough there were no foreign-born
parents among the group, a much larger percentage had foreign-bom pa-
rents than among the first admission dischargees who were compared with
the AMA dischargees. This seemed to indicate that there was not only a
language barrier but also a cultural difference in attitude toward ill-
IBS8 and hospitalization in general and mental illness specifically. This
attitude has to be understood and bridged if the families are to be helped
in accepting the illness and the need for treatment.
Perhaps the most important factors in a patient's social setting are
his relationships to his family, to other people, the relationships among
the various members of his family and their attitude towards him and his
illness. During the course of this study it became apparent that the
reasons for requesting discharge against medical advice and insisting on
it would have to be looked for in the emotional ties and reactions of the
families as well as the patients. The following chapter is, therefore,
devoted to the emotional factors in the patients' environment.
{
CHyvPTER V
EMOTIONAL FACTORS IN DISCHARGES AGAINST MEDICAL ADVICE
Introduction
In the previous chapter it was pointed out that environmental fac-
tors in discharges against medical advice yielded no explanation of the
reasons why such discharges were requested, except the fact that a good
many of them occurred among patients wnose parents were foreign-borno It
seemed necessary, therefore, to examine the emotional factors to see if
some clues could be found for the behavior of these families.
In mental illness, a history of the patient's early development, of
his relationships, of the family's adjustment, their attitude towards the
patient and his illness is of primary importance. The patient's adjust-
ment to the hospital and the family's acceptance of the illness and the
hospitalization will be largely determined by the previously established
attitudes. According to the principles of dynamic psychiatry, the roots
of functional mental illness lie in the early development and relation-
ships of the patient. One would, therefore, expect to find some patho-
logical traits in the family relationships in the cases of most patients
who are suffering from dementia praecox, for example.
The emotional factors which will be discussed here are those which
seemed to contribute most significantly to the families' actions. It
must be pointed out, however, that the impressions mignt have oeen dif-
ferent had there been more information. Sevan records lacked almost all
reference to family relationships and could, therefore, not be included
in this discussion. In the reraainder of the cases, sufficient informa-
(
tion was gained from the social history, psychiatric examinations, admis-
sion interviews and other contacts with the patient or the family to allow
some conclusions about tr.e family constellation and attitudes.
Parent and Sibling Relationships
The large majority of patients were not married. After discharge
from the service they returned to their parental homes and their relation-
ships to parents and siblings were the important ones in their lives.
Their families' attitudes towards hospitalization were conditioned by
their previous feelings towards the patient. Of the twenty unmarried pa-
tients who were discharged against medical advice, only fifteen were in-
cluded in this group. The records of the remaining five were inadequate.
As was discussed in Chapter III, psychotic patients rarely have any
insight into their condition. They do not like being locked up in a men-
tal hospital and will not hesitate to tell their families so. This is
true of very disturbed patients as well as of those who are not so seri-
ously ill. It is often extremely difficult for a family to listen to the
entreaties of the patient and not to want to do all they can to effect
his discharge. How the family handle- this problem depends on their own
emotional make-up and stability. If too many of their own conflicts and
needs enter into their evaluation of the patient's situation, they are
less able to judge his pleas realistically in the lignt of his illness and
requirements.
1
The case of David Goldberg illustrates many of the emotions which
1 The names of the patients and other identifying infonration
have been changed because of the confidentiality of the material.

were felt by tne families of patients who were discharged against uiedioal
advice#
Mr, Goldberg received a head injury at Pearl Harbor and had
been treated in Army hospitals, receiving a medical discharge in
May, 1942» His head injury disabled him totally, he had headaches,
nausea, limited vision, difficulty in walking straight and a notice-
able scar on his face. He also felt he had a peculiar odor about
him. His physical symptoms improved but he continued to believe he
had an odor and that people avoided him because of it. He took ad-
vantage of the vocational rehabilitation program of the Veterans
Administration, completed a course in airplane mechanics, but was
unable to secure a job because his vision would blur whenever he saw
a fastnnoving object and he would black out. He lived at home,
helped in his f^^ther's mattress factory, and exercised a great deal
in order to "build up his body," He continued to avoid people be-
cause of his odor.
The Veterans Administration psychiatrist saw him periodically
and felt that psychotherapy was the only possible approach to the
man's problems. He was referred to the mental hygiene clinic, where
he was cooperative, talked about his difficulties freely, and was
anxious to get . elp. The psychiatrist at the clinic felt that the
patient's disability was so severe that he was at least borderline
psychotic. He was seen seven times at the clinic but no improvement
was noted, A few months later, the patient decided to take a trip
to California, Tnere he began to have feelings of unreality. He
returned East, but enroute was hospitaliged in a large mid-western
city because he was found wandering about the station in a daze.
He disrobed in the men's room because the voices were telling him to
cleanse himself, that he would get the Congressional Medal of Honor
if he did so but would perish if he disobeyed these orders.
The patient's brother came to his assistance, but obtained his
release from the hospital only after promising that he would have tne
patient rehospitalized at Bedford, On the trip, the patient was hard
to manage and begged his brother to throw him into the river because
he was no good. Upon admission to Bedford, the patient was seclusive.
uncooperative, mute and inaccessible. Because of his strong self-
destructive tendencies, ne was put under close supervision on the
acute service. He expressed guilt feelings about the trouble he had
caused his family and was very sensitive about his hospitalization.
He had no insight into his problems and was reluctant to accept help.
In spite of the brain injury, it was felt that his illness warranted
a diagnosis of dementia praecox, catatonic type.
The social history of this patient revealed that he was the son
of a Russian Jewish immigrant family in comfortable circumstances.

who had always been very protective of him. His parents would not
allow him to participate in high school athletics because they were
afraid for him and also disapproved of his chosen vocation as air-
plane mechanic. After high school, he took a course in airplane
mechanics but quit shortly before completion in order to join the
Army. This was in 1959» and he did it because of his quarrels with
his family about his job and because he felt that he could become an
airplane mechanic in the Army, He had always been sociable, had
friends among both sexes and had gotten along well in the service.
After his discharge, he returned to live with his family, wjio tried
to help him but were unable to do so,
rtS soon as the patient was hospitalized at Bedford his family,
especially his mother, started to agitate for his discharge. They
expressed hostility towards the Army and did not believe Bedford was
the place for the patient. The mother, a domineering woman who was
very protective and defensive of the patient, realized that he need-
ed medical attention for "nervous strain and breakdown" but did not
feel he was getting it at Bedford. Impressed by nis constant plead-
ing to go home, she was convinced that ne would do better at home
with the family's love and care, Lobotomy was discussed as possibly
helpful but she would not hear of it. Various members of the medi-
cal staff, including the clinical director, spent many hours attempt-
ing to interpret the patient's illness but were not successful. The
social worker tried to work with the family but was unable to estab-
lish rapport with them. The discharge was finally granted after the
family expressed their determination to institute habeas corpus pro-
ceedings.
Ten days after tne patient's discharge, his mother wrote a very
contrite letter to the clinical director stating that the patient
had to be admitted to a state hospital and asking that he be read-
mitted to Bedford. She said that she took him out to prove to her-
self that he was not as ill as the physicians said he was and be-
cause he wanted so badly to go home. She now recognized her mistake
and would follow the medical recommeniations. To date, the patient
has not been readmitted to Bedford and it is not known how he pro-
gressed at the state hospital.
In this case, the guilt feelings of a strong, domineering mother
seemed to be the driving force behind the request for discharge. The
patient had actually enlisted in the Army to get away from nis over-
protective patients and, as a result of this action, he had been seriously
injured. The mother's guilt about the entire relationship, as well as
about the hospitalization, made it impossible for her to see her son's

condition realistically and plan accordingly. Her foreign background and
Jewish culture also undoubtedly influenced her attitude towards the hos-
pital; Jewish families are known to be very close-knit and protective of
each other. She felt deep resentment towards the Army and probably trans-
ferred some of this feeling to the Veterans Administration hospital. Her
feelings completely immobilized her intellectual awareness of tne problems
confronting her son and she reacted on an emotional basis, rather than an
intellectual one. The social worker tried to help her, but Mrs. Goldberg
would not permit it. She had a number of conferences with the physicians
but no one was able to help her with her feelings, so that she would be
able to accept her son's illness on a realistic basis.
Guilt was apparent in four other cases. In one instance, the mother
of a patient who had a post-traumatic psychosis refused to recognize that
her son's condition was permanent. She felt certain that further surgery
and her own love and care would cure the boy. She held that opinion in
spite of numerous consultations with outstanding neurosurgeons, who
agreed that the patient could only become worse as the result of surgery.
The circumstances of the patient's enlistment were similar to those of
Mr. Goldberg: the mother had dissuaded him from entering the Naval Air
Corps and, as a result, he was drafted into the infantry and subsequently
wounded during the Battle of St. Lo. The situation was complicated by the
fact that he was his mother's only son, that she lived only for him. Her
attachment to him was considered morbid and she was told that she was ap-
proaching a nervous breakdcvn. She had an extensive contact with social
service, who tried to help her with her own difficulties but met with no
(
succesa. Several of the doctors knew her very well and attempted to refer
her to the proper source for help for herself but they, too, failed. Her
request was finally granted because it was felt that the only chance for
happiness for the patient, as well as the mother, lay in the possibility
of his being at home for at least a short period of time.
Guilt over hospitalization primarily, rather than over the earlier
relationship to the patient, seemed to be operating in three cases. It
seemed apparent in the attitude of the family of one World War II veteran
who became ill several months afterhis discharge. His family arranged for
his hospitalization because they considered him dangerous. They expressed
their regret about it and hoped that he would be "as well as before, with
treatment and care." This patient was quite disturbed and required maxi-
mum care. His family consistently refused permission for electro-shock
therapy but wrote frequent letters asking that he be allowed to come home.
When they finally insisted on his discharge, after the patient had been in
the hospital about one year, they claimed that nothing had been done for
the patient.
This family was not known to social service except for one Ijrief con
tact. Guilt is only one explanation possible; others include an evaluatioii
of the family's cultural pattern, their concept of mental illness, and
their attitudes in regard to family responsibility for sick relatives.
This family seemed to move as a unit, not at the instigation of any one
strong, dominant member. It is questionable how much they were able to
understand from their personal interviews with the doctors and from the
letters which were sent to them in reply to their inquiries. The family
i
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were known to the hospital staff, their inquiries were answered, but i
their real needs were never discovered and consequently could not be met.
Guilt finally seemed to be the motivating force in the cases of two
patients who developed tuberculosis in addition to the mental illness.
Typical is the example of the patient discussed on Page 29, who remained
in the hospital twenty-nine months. Until he became tuberculous, his
family ignored him. Trial-visit had never been planned because the fam-
ily's indifference towards the patient was known to the staff. But when
the patient showed signs of tuberculosis, his sister started frantic ac-
tivities to obtain his release in spite of his very active, contagious
tuberculous infection. She identified completely with him, repeated his
unfounded complaints and projected onto the hospital all her own guilt
feelings over her neglect of her brother. Tuberculosis, in this instance,
was a tangible illness bec&use the patient looked very thin and ill and
was much more acceptable than the mental illness. In this instance, the
discharge against medical advice was not based on an inaoility to grasp
the significance of the illness: the relatives were well aware of tne im-
plications of both diseases. It was rather an action designed to assuage
the strong guilt feelings which had been aroused bj' the patient's develop-
ing tuberculosis.
Some of the foregoing discussion has demonstrated how strong guilt
feelings may obscure the rational evaluation of the problem of mental ill-
ness and hospitalization. There were two cases where complete lack of
comprehension of the patient's illness seemed to be the primary motivating
|
force in the patient's discharge. In these cases, too, the foreign back-
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ground of the parents was apparently a more important feature tixan in the
other cases. The families of both patients had considerable attention
from Red Gross Home Service, parish priests, social service at the hospi-
tal, and one of the families even had experience with the patient while
he was horr.e on trial-visit. He was so unmanageable and particularly hos-
tile towards his parents that he had to be returned to the hospital. Yet
the family insisted on caring for him at home. These families acted as a
unit. One had the feeling that they felt it was their own responsibility
to care for the patient and they did not want this taken away by the
ho spital.
Strong, demanding parents who insisted on their sons' discharge ap-
peared in five cases where guilt feelings were not pronounced. Usually
the mother was the driving force, often dominating the fatner completely
and having him make all the arrangements for discharge even if he felt it
would be wiser to leave the patient in the hospital* Social histories
were available in all these cases but nevertheless the deeper dynamics of
the family situation are hard to evaluate from the type of information
which a social history contains when it has been taken in one or possibly
two interviews. The mothers of these patients were all very domineering,
yet they varied in tueir reactions to their sons: some spoiled tne patient
others were very punitive and demanding. One mother insisted that her son
follow her wishes and become a farmer instead of a business man as he
wished to do. This woman became very hysterical when she visited the
hospital. She was certain that her son needed only to return to their
farm, where he would have her love and his animals, in order to get well*

The patient himself was indifferent towards leaving and would not have
objected to staying for treatirent. The father apparently was powerless
in the face of his wife's emotional outbursts, Another mother attributed
her sons's moods to the moon and thought his odd behavior "only natural."
She had taken the patient out against medical advice about one year prior
to his second admission and when she brougnt him back she said that he was
not getting better quickly enough and she wanted him to have some treat-
ment. She also stated proudly that she had broken him of his habit of
chain-smoking and hoped the hospital would not allow him to lapse back
into it. Yet all during this second hospitalization, which lasted over a
year, she wrote almost weekly letters to the hospital demanding that the
patient be allowed to visit. She undoubtedly also presented this request
to the doctors when she came to see her son, yet she had only one contact
with social service. Her early letters were full of questions about the
cause of her son's illness, its possible duration and the prognosis. All
her letters, of course, were answered but how much she understood is
questionable. Her own command of the English language was extraordinarily-
poor, even though she had been born in Massachusetts and supposedly had a
high school education. There is no record of any attempt to evaluate
this woman's anxiety and need to dominate. Again her superficial requests
were met but the meaning of these demands was not apparent at the time
they were made.
Many of the patients who were discharged against medical advice were
begging tneir families to take them home, while some were completely in-
different in regard to their disposition. The reasons for their parents'
ii
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.inability to resist those pleas were many and varied, usually springing
from a deeply rooted need or a long established pattern on tne part of the
parent 8» In two cases, however, the patient succeeded in getting his own
way about his discharge simply because he had always been able to do what
he wanted to do without parental interference. In one case, the discharge
occurred one week after the patient's sister had telephoned the hospital
and asked that the patient's requests for discharge be ignored because the
family did not feel capable of handling the patient at home» Yet one week
later the same sister and t.ae father obtained the patient's discharge
against medical advice. In the other case, the patient was a psycho-
neurotic and neither he nor his mother could accept the psychogenic basis
for his somatic complaints, so that the patient had very little difficulty
in persuading his mother to request his discharge.
That the parents met their own needs ratner than those of the patient
when they insisted upon discharge against medical advice is particularly
well illustrated in the following case.
Howard Portier was a patient who had been seeking help in vari-
ous places, but whenever he was hospitalized his father signed him
out against medical advice "because his mother worried about his be-
ing in a mental hospital where there were so many people from the
home town around." (The patient lived in a city where there were a
state hospital and a Veterans Administration hospital for mental dis-
eases.) The father had been working as a plumber in the state hos-
pital for fifteen years. The mother was nervous, excitable and had
high blood pressure. The patient was shy, sensitive, did not mix
well, did not get along with his siblings and had a poor work record
before and after tne service. He was in the service for about one
and one-half years and received a discharge for psycho-neurosis* Fori
the last year prior to his hospitalization, he had been attending
college.
Since boynood, this patient had experienced homosexual relations
and had felt considerable guilt about them. In the nrmy, he had sev-
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eral crushes on other men but had been able to control his urges..
About three months before admission to Bedford, he began having
breathing difficulties and became fearful that he would not be able
to master his homosexual impulses* He sought treatment from the
psychologist at the local Veterans Administration hospital and later
entered the hospital as a voluntary patient, only to be signed out
by his father within a few days. Shortly afterwards, he attempted
to be admitted to Gushing Veterans Administration Hospital but had
to be referred to Bedford because there were A5|Beds at Gushing* At
Bedford, he was treated in a series of sodium amytol interviews, re-
ceived electro-shock, as well as hydro-therapy. He participated in
recreational activities and did occupational therapy. He received a
great deal of attention from the physician and the social worker. He
talked about his problems with great ease, wrote frequent letters to
friends and members of the staff and was preoccupied with thoughts
of approaching death, but denied any suicide ideas. Nevertheless,
he spent some time in the observation ward.
In spite of all his treatment, his condition did not iirprove.
His diagnosis was finally changed to psychosis with psychopathic
personality because of the rich fantasy life, feelings of unreality,
and inappropriate effect. He was extremely discouraged because he
did not improve during his treatment at Bedford but he was very
anxious to remain there for further tnerapy.
The patient's home was rather far from the hospital, so his
family visited only rarely. During the first visit, the father was
very disturbed by the patient's hospitalization at Bedford, could
not understand the transfer from Cusiiing Veterans Administration
Hospital and demanded to know if this was a "bughouse." Yet he
recognized the patient's illness, knew that he needed treatment and
was aware of the homosexual problem. He was somewhat reassured
when he realized that his son was receiving good treatment. About
!
three months later he visited again and demanded his son's discnarge.
He was told that his son was not well enough to leave and wanted to
j
remain at Bedford and it was suggested that a transfer to the Vet-
erans Administration hospital nearer home be arranged. Nevertheless
the fatner signed tne pttient out against medical advice, but within
a week the hospital was notified that the patient had been admitted
to the local Veterans Administration hospital.
There is one rational explanation for the action of this fath«r
perhaps a transfer to the local Veterans Administration hospital was not
possible because there was a waiting list at the hospital and he thought
if the patient were presented as an emergency the hospital couxd nardly
refuse his admission and would have to make room somehow. Otnerwise. no
{i
realistic reasons for insistence on discharge could be found. The danger
of talk among the neighbors and resultant stigma was certainly less while
the patient was fairly far away from home. The patient did not want to
leave the hospital and the father was aware of the illness and the need
for treatment. Perhaps he could not accept his son's homosexuality as an
illness but saw it as a character deficiency which could be amended by
discipline and self-control. Perhaps his connection as an employee with
a state hospital had given him an abiding fear of mental institutions and
when his son did not show any improvement after three months in the hos-
pital he could not stand the idea any longer. Because of tae distance
involved, it was impossible for social service to establish a relationship
with the father and pierce the belligerent front which he presented when-
ever he did come to the hospital. Whatever the cause for his action, it
seems safe to assume that it was in response to a strong need of his own
rather than that of the patient.
In the foregoing section, the emotional factors inherent in parent-
child and sibling relationships and their influence on discharges against
medical advice have been discussed. It appeared that usually the action
of the parents in demanding discharges against medical advice was based
on their own needs rather than those of the patient. These needs were
generally not originated by the patient's illness and hospitalization but
had always existed and conditioned the parents' response to this new and
very traumatic experience. The same trend was evident in the cases of
the Kjarried patients who left the hospital against medical advice.
i
Marital Relationships
In six of the eight cases of married patients, sufficient information
could be gathered to permit some conclusions about the marital relation-
ships and their influence on the family's decision to take the patient out
of the hospital against medical advice. Two cases already were briefly-
mentioned on Page ^4 in Chapter IV. These wives had assumed a leading
role in the marriage, had contributed substantially to the support of the
family and had made most of the important decisions. They were, in effect,
very much like the domineering mothers described in the previous sections,
Their attitudes towards their husbands were very maternal. One wife did
not think her husband capable of supporting a family and had, therefore,
decided against having children. The other wife had taken her husband
out of mental hospitals against medical advice several times before his
admission to Bedford, because she felt she could help him better at home.
She had had to assume the leading role in her family fifteen years ear-
lier, when her husband suffered his first breakdown. She was unable to
admit any dissatisfaction with her task but appeared tense and nervous
when discussing her husband's illness and their marriage with the social
worker. It was not surprising that these women were not able to leave
their husbands in the hospital, even though they tnemselves had arranged
for hospitalization.
Marital friction was mentioned by the patient and his wife in a case
discussed in Chapter IV, on Page 55, The patient was receiving compensa-
tion for a service-connected disability due to psycho-neurosis, had not
worked at all since his disc^iarge, yet his wife claimed that she wanted

him at home because she needed his help in providing for the family. The
wife complained about their relationship, told the worker that she felt
neglected because her husband went out constantly with some of his male
friends and left her alone. She impressed the worker as immature and un-
able to cope with the situation. Her demand for his discharge might al-
most be interpreted as an attempt on her part to prove to herself that
things were really not as bad as she had imagined them to be and that all
would be well as soon as her husband returned. He drank a great deal, and
during his hospitalization carried a diagnosis of alcoholism, with seiz-
ures possibly of a hysterical nature. How much he could actually have
gained by longer hospitalization is questionable. It would appear that
the wife's insistence on his discharge was a demand for punishment for
herself. Within two weeks, the patient was brought back late at night in
a stuporous condition. He was kept over night, but in the morning an ex-
amination did not reveal any emergent physical or mental condition which
would require hospitalization.
In three cases, it was found that a considerable conflict existed be-
tween the patient's wife and his mother. The following case is a good
illustration of the difficulties which were faced by the wives of patients
in such a situation.
George Leary was a friendly, sociable man before he entered
service. His father had died when he was two years old and his
mother had reared her family of five very successfully. George was
very religious, had a good work record and in 19^0 married a girl of
Italian background. He and his wife were very happy and had one
child, bom in 1942. George was in the service from 1942-1946, saw
combat in Europe and was hospitalized for a neuropsychiatric condi-
tion in Army hospitals late in 1945. Although he was hearing voices,
he was diagnosed without psychosis and was discharged from the Army
{{
on points. He continued to hear voices but when he told his wife »
about them, she told him to ignore them. In spite of his "voices,"
he obtained a good job within a short period of time and was able to
hold it until three weeks prior to his hospitalization at Bedford,
about eight months after his discharge from service. During this
time, he became more irritable, showed little interest in his wife
and child and began to drink heavily. His wife could not understand
his benavior, quarreled with him about it and finally told nim that
she would leave him if he did not do something about his odd behavior
He went to the Veterans Administration Regional Office and was imme-
diately hospitalized at Bedford as the result of his examination.
At the hospital, he was friendly and cooperative but continued
to hear the voices which were helping him to work out a philosophy
of life. He rather enjoyed them but would have liked to be able to
turn tham on and off at will. He resided on an open ward, Electro-
shock therapy was recommended but his wife would not give her per-
mission. The patient and his wife were anxious for his return home,
and since hospitalization without specific treatment was deamed use-
less he was permitted to leave against medical advice.
Mrs, Leary was an intelligent, mature person who said she was
still very much in love with her husband but was very much upset by
the hospital setting. She realized her husband was ill and needed
treatment. Yet she felt extremely guilty about his hospitalization,
especially since her mother-in-law was blaming her for the patient 's
plight and telling her that she should have kept him at home. Fur-
thermore, she felt very badly about the fact that she had not real-
ized earlier that the patient was ill and, instead of helping him,
had fought with him and threatened him. She felt that her husband's
family resented her because of her Italian background and were now
putting a lot of pressure on her to take the patient out. She fi-
nally did just that, saying that the patient had heard the voices
for six months before coming to Bedford, that nothing had happened
and that she did not expect anything to happen now. The patient did
not improve at home, however, and was rehospitalized within a few
weeks. He is in Bedford at the present time.
The mutual feeling of jealousy and hostility between the patient's
wife and his mother came to a head in the problem of illness and hospital-
ization. Added to this conflict was the wife's own guilt about having
failed her husband when he most needed her. Instead of helping him, she
had aggravated the situation by fighting with him. She must also have
felt a great deal of resentment and frustration when her husband, who had
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been a "model" husband, returned from the service and exhibited such pe-
culiar behavior. There may have been an element of rejection as a reac-
tion to her own frustration. Pushed by her own guilt as well as her
mother-in-law's nagging, she refused permission for electro-shock, took
the patient out against medical advice in spite of the fact that she
realized that he needed help and was anxious and willing to cooperate
with the hospital. There was also, perhaps, an element of doubt in her
mind: her mother-in-law might be right after all and she had to make sure
that she did not neglect him and had given him every possible chance to
get well outside the hospital. Apparently the brief stay at home helped
her to regain her balance. At the time of this writing, the patient has
been back in Bedford for more than a year and his wife has been very co-
operative and helpful in the doctor's treatment plans.
In these cases, the patient's illness was used either by his wife or
by his family to pay back old grudges or to assume control over the pa-
tient as it were. In the Leary case, Mrs, i-eary bore the brunt of the
conflict. She nad to bear her mother-in-law's pressure, and she finally
made the decision to take the patient out against medical advice because
of it. In the other cases, the patient was a pawn in the struggle be-
tween thefbimily and the wife. One family utilized the illness to remove
the patient as far as possible from the wife, of whom they did not approve
In the other instance, the wife identified completely with tns patient in
his opinion that he was not ill and that the entire hospitalization was a
frame-up by his commanding officer. She refused permission for electro-
shock treatment and finally obtained his discharge against medical advice.

Her husband's family, on the other hand, felt the patient was ill and
should have had treatment. The relationship between mother and daughter-
in-law had always been somewhat strained, because the marriage had been a
forced one, and this was the wife's chance to show her superiority to her
mother-in-law: it was she who made the final decision about the patient's
discharge, not the patient's mother.
The cases discussed in this section bear out the conclusion which was
the result of the first section: discharges against medical advice were
the result of long-standing conflicts and attitudes which were brought to
a climax by the illness and hospitalization but were not caused by these
occurrences. They often were not apparent in the overt behavior of the
relatives and therefore could not be met adequately.
Social Service Contacts
T hrougnout the discussion of the patients' relationships, an at-
tempt was made to indicate the activity of social service. It seems in
order, however, to present this phase of the patients' treatment in a
j
more concise fashion.
Table XVI indicates the number and types of contacts which the
twenty-eight patients had with social service at Bedford, These contacts
were not muoually exclusive* Mary patients had admission interviews as
well as social histories and discharge interviews. Under "other contacts,"
those social service activities were listed which did not fit into any of
the other classifications, or where the worker had a long contact with the
patient or his family. Interviews with the patient solely in connection
with the social history were not counted separately. Histories from

TABLE XVI
PATIENTS DISCHARGED AGAINST MEDICAL ADVICE:
NUMBER rtND TYPES OF SOCIhL SERVICE COOT ACTS OF TWENTY-EIGHT PATIENTS
Type of Contact Number of Patients
Admission interview
Social history
Discharge interview
Other contacts
History from other sources
No contacts
17
16
10
6
4
4
other sources were those which had been obtained at other hospitals and
which did not involve interviews with the family by the Bedford social
service department.
It may seem surprising that only seventeen patients had admission
interviews but it is easily explained by the fact that the present sys-
tem of admission coverage has been in force only since approximately
October, 1946. Until then, workers were present at the admission confer-
ence but did not necessarily interview the patient separately. Since
that time, wor'.ers have been seeing all new admissions alone and have
recorded the material.
Altogether, histories were available for twenty patients. The re-
mainder were in the hospital too short a period to permit the taking of a
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Bocial history. Four patients had no contact whatsoever with social ser-
vice, either because of the brevity of their stay or because of inacces-
sibility of relatives. Although most patients had some contact with so-
cial service, prolonged service was given only in two cases; one the
highly neurotic mother of a patient and the other Howard Portier, the
prtient described at length in Chapter V.
Discharge interviews occurred in ten instances. This may have been
due to the time of day of the discharge, or to tbe family's lack in inter-
est in social service help. All discharged patients are asked to see a
social worker and patients who are leaving against advice are referred to
social service with special care, in the hope that they will be dissuaded
from taking this step. In many cases, just that happens and the social
worker succeeds in convincing the relatives and the patients of the ad-
visability of further hospitalization. In addition to social service con-
tacts, many of the relatives of the patients studied here had extensive
interviews with various physicians in which an attempt was made to inter-
pret the implications of the illness and the need for hospitalization.
Summary
In this chapter, the emotional factors of the patients' environment
were discussed as they affected their discharge against medical advice.
The relationships of the families and the patients were analyzed and it
was found that the families' reaction to the patients' ixlness and hospi-
talization depended on long-established patterns. Strong, domineering
mothers were least able to comprehend their sons' illness and their at-
titudes frequently were intensified by guilt feelings about the entire

relationship as well as the hospitalization. Often their anxiety was un-
recognized by the staff and could not, therefore, be relieved. In other
cases, the staff did realize the parents' difficulties but were unable to
help« Several parents were able intellectually to admit the patient's
illness but were unable to do so emotionally. In two cases, where both
parents were foreign-born and unable to speak English, absolute lack of
comprehension of the illness and its implications was encountered. It
was not known whether this was due to the language handicap or cultural
patterns, or both. It was felt that requests for discharge against med-
ical advice were a response to the need of the parents rather than those
of the patients.
In the six cases of married veterans, the same general conclusions
could be drawn. In two instances, the wives long ago had assumed the
leading role in the marriage and their insistence on the discharge was in
keeping with their previous activities. In three other cases, the pa-
tient's discharge against medical advice was the result of a conflict be-
tween wife and mother. Again, the needs of the family or the family sit-
uation were met by having tr.e patients discharged, ratner than those of
the patient.
Social service activities were summarized. Although most patients
and their families saw a social worker at least once, and many did so more
than that, four patients had no contact whatever, and two sets of patient
and relatives were seen on an intensive level. In addition, the physi-
cians saw many of the relatives frequently in an attempt to explain the
illness and the need for hospitalization.

The implications of these findings and their connection with the
problem of discharge against medical advice will be discussed more fully
in the following chapter.

CH/-.PTER VI
SUMMARY AND CONCLUSIONS
In this study, the social factors in discharge against medical ad-
vice were investigated. Twenty-eight cases of patients who were dis-
charged from the Veterans Administration Hospital, Bedford, against med-
ical advice between July 1, 19^ and June 50, 19^7> were reviewed, ah
effort was made to answer the following questions:
1 Is there evidence of specific social factors which led to
the discharge against medical advice?
2 Were those factors apparent to hospital personnel at the
time of the patient 's hospitalization?
5 What was done to meet tha needs of the patient and his
relatives?
4 What are the implications of the findings^for the social
service department of a mental hospital?
"Social factors" were divided into environmental and emotional fac-
tors, which were discussed separately in Chapters IV and V,
The environmental factors included information regarding diagnosis,
age at admission, length of hospitalization, type of coiLmitment, source
of admission, economic status, and parentage and nativity of the patients.
Some of the figures for this group were compared to similar statistics
for other groups from the hospital and in one instance to over-all fig-
ures for the Goii.monwealth of Massachusetts. The comparison of these fig-
ures yielded few clues as to the reasons for discharge against medical
1 Chapter 1, p. 1

advice. There was little variation in tne distribution of diagnoses ^nd
the length of hospitalization between the patients disc/jarged against
medical advice and other patient groups in the hospital. On the other
hand, a larger number of patients had foreign-bom parents than was cus-
toraarily found among otner patient groups at Bedford. It is quite pos-
sible that different cultural patterns influenced the decisions of many-
parents but there were only two Cases where no otner reasons could be
found but lack of comprenension on the part of the relatives. This may
have been due to a language handicap as well as to cultural patterns. Had
more been kno^vn aoout these families, they might well have exhibited very
similar traits to those which were evident in the families about v/hich the
hospital had more information.
The study of environmental factors in discnarge against medical ad-
vice produced descriptive material about the group of patients who were
discharged. a11 but three were veterans of World War II, five were ad-
mitted directly from service hospitals; twenty-two had been ill in the
service, eighteen of them suffering from a neuropsychiatric condition.
Twenty patients were unmarried and the majority were under twenty-nine
years of age at admission. Twenty-five patients received compensation
or pension. It was, therefore, felt that economic factors were of little
significance in discharges against medical advice, especially since most
of the patients were too ill to be gainfully employed.
The emotional factors in a patient's environment, his relationships
with his family, their attitude toward him, their own unmet needs were
found to be much more pertinent to a discussion of the reasons for dis-

charges against inedical advice. There were three cases in which the
family's reaction was primarily in response to the hospitalization. These
relatives had eitner arranged for the patient's admission to Bedford and
then could not tolerate the idea or they were jolted out of tijeir neglect
and rejection of the patient by the development of a new medical condition
in this case tuberculosis. In these cases, guilt over hospitalization was
felt to be the moving factor in the relatives' activitj'-. In all other
cases, the discharge against medical advice was in keeping with estab-
lished reaction patterns and the patient 's illness and hospitalization was
simply something that could not be accepted because it did not fit into
the scheme of things. The strong, domineering mother could hardly be-
lieve that her son should have an illness from which she herself could
not cure him. The mother wnose nagging and over-protecti veness had driven
her son into the service, or at least the wrong branch of the service,
could not even recognize the existence of the illness because her guilt
over her previous relationship to the boy obscured her rational faculties.
The family who always stood up for each other and took care of each ,i
other's needs could not tolerate the interference of the hospital in what
they considered their own function. Two patients obtained their discharge
by forcing their parents into requesting it, even though the latter pre-
ferred to have the patient renain in the no3pi^al, simply because they
had alw-ys gotten their own way. Most of the patients were constantly
demanding their discharge, others were indifferent, and a few actually
wanted to stay in Bedford. It seems safe to conclude, then, that the
request for discharge against medical advice arose out of the reaction

of the relatives to the patient and his hospitalization. This reaction
was largely conditioned by the relatives' own needs and conflicts, as
well as thsir earlier relationships to the patient.
The married patients did not differ in that from the unmarried ones.
In two cases, the wives had always played the leading role in tne marriage
and in the event of the hospitalization they took over the role of the
domineering mother who does not want the hospital to interfere with the
lives of her children. In other instances, tne conflict between the
mother and daughter-in-law was the crucial point in the relationship and
the patient was more or less a pawn in the struggle between the parties.
The immature wife who was unable to have a happy relationship with her
husband nevertheless insisted on his discharge, perhaps in the false hope !
that a miracle would occur and he wouid be a better man.
The question of the hospital staff's awareness of the problems and
their efforts to help the families and the patients reach a solution must
be considered as a unit. It must be remembered that the discharges
against medical advice represent only five per cent of the total discnarges
while the problems described here are present in a good many more cases.
The hospital machiner"/ is adequate to cope with tne demands of patients
and their families to a degree which permits most of them to leave the
patient in the hospital and makes it unnecessary for thenn to satisfy their
own needs by removing the patient against medical advice. The underlying
problems discussed here were probably not always obvious at the time of
the patient's hospitalization and were covered up by overt action which
did not betray the real needs. The hospital staff tried as best they

could to meet the needs of the patients and their relatives as they saw
them at the time. In some instances, the real difficulties were recog-
nized by the physicians or the social workers and an attempt was made to
give help where it was most needed, but it was recognized tnat tne rela-
tives had not reached a point where tney could be nelped, Tne patients
discharged against medical advice represent that group of patients whose
needs were beyond the resources of the hospital to handle. They and their
relatives had some needs which the hospital could not meet and which had
ji
to be satisfied by a discharge against medical advice.
What are the implications of these findings to the social service de-
partment of a mental hospital? The percentage of discharges against med-
ical advice is a small one but it would still be desirable to eliminate
them altogether. Obviously the patient who is discharged against medical
advice, or his rel'^.tives, have some difficulties which force them into
sucn a discharge. The problems encountered by these families are very
similar to those which all families of mentally ill pc-tients nave to face.
Yet somehow the balance between pressure and resistance is upset, so that 'l
tnese families cannot accept the illness and hospitalization and they have
to find their own solution to the problem, which they do by taking the
patient out against advice.
Social service at Bedford sees all the new patients and attempts to
meet as many of the families as is possible. Because of the work load it
is impossible to work intensively with all patients, ar.d it is not always
indicated. The only way in which the potential candidates for discharge
.against medical advice can be singled out is by paying close attention to
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the feeling -tone and the underlying attitudes of tiie family during the'
few contacts which social service has with them. In many cases it might
be possible for the social worker to relieve enough tension and anxiety
to enable the family to leave the patient in the hospital. In other cases
it may not be possible to reach the family at all. nfter all, social
service cannot be expected to solve all the problems of the family. If
the social worker can, however, succeed in supporting the family suffi-
ciently so that they can allow the patient to remain in the hospital, she
will have made an important contribution to the patient's recovery.
Approved,
Richard K. Conant
Dean
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APPENDIX A
Schedule
1) Family Background.
Nativity of parents and siblings.
Family constellation, marital status.
Family's attitude toward patient.
Family's attitude toward hospital.
Family's comprehension of illness and hospitalization.
2) Personal Background.
Birth and early development.
School and work record.
Social adjustment.
Military service.
Readjustment to civilian life.
5) Illness and Hospitalization.
Onset.
Previous hospitalizations,
S3rmptom3.
Course in hospital.
Reason given for discharge (where available).
4) Family ^ictivity during Hospitalization.
Letters,
Visits.
Interviews with physician.
5) Social Service Activities.
6) Otner Information.
ti
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APPENDIX B
Regulations and Procedures
Veterans ndniinistration, Washington, D«G»
Paragraph 6l66 « (June 15, 19^5) Penalties for infraction of hospital dis-
cipline not applicable to psychotic patients.
Discharge from a facility or other penalties provided for in-
fraction of hospital discipline are not applicable to psychotic pa-
tients, except that when a psychotic patient is taken away without
consent of a manager, a discharge against medical advice will be re-
corded, to carry the prescribed penalty.
Paragraph 6946. (February 12, 1945) Application of discharge against
medical advice.
This type of discharge will be given:
(1) when a competent patient insists upon discharge before examina-
tion or observation is completed, or when witnout demanding discharge,
(the patient) refuses, neglects, or obstructs examination or observa-
tion;
(2) when reasonable treatment is refused, neglected, or obstructed;
(5) when, from a hospital to which (the patient) was admitted for
treat!! ent, it is necessary to transfer a competent patient to anotner
hospital better adapted to the purpose, and (the patient) refuses the
transfer; or when a like transfer of an incompetent patient is refused
by (the) guardian or, if there is no guardian, by the nearest relative
(4) when a guardian, or nearest relative if there is no guardian, in-
sists upon discharge of an incompetent patient who, the hospital head
|
has determined, is in need of further hospitalization.
Paragraph 6949 « (February 12, 1945) Precautions in discharges against
medical advice.
A (No patient whose condition will not permit of travel will be
discharged against medical advice. Formal board recommendations will
not be required to effect discharges against medical advice, but such
discharges must be recomK'^nded by the chief medical officer or clini-
cal director and approved by the hospital head. The patient's signa-
ture to such discharge on form 2595, Record of Hospitalization or
Domiciliary Care, will be requested; if refused) "Signature refused"
will be typed in the signature space and the discharge made.
B In effecting discharges against medical advice of patients
admitted for treatment, it will be understood that such action is ap-
plicable omy when reasonable treatment is refused, neglected or ob-
structed for that condition for which original admission nad been
' accomplished or for a condition considered adjunct thereto.

C If a patient insists upon leaving a facility against medical
advice, despite all persuasion to remain until completion of treat-
ment, the pertinent facts developed in the interview witii the patient
including the patient's reasons for not continuing treatment and a
statement of the patient's physical condition, will be recorded on
form 26l4j.
D Th3 manager of each facility will provide the necessary ad-
ministrative set-up to provide for discharge against medical advice
other than during regular working house.
Paragraph 6959 . (February 12, 1945) Periods of exclusion from hospital
treatment or domiciliary care after discharge for infraction of facili-
ty discipline.
Except wnen requiring hospital treatment for a medical emergency
beneficiaries who had received an irregular discharge from hospital-
ization—whether against medical advice, or for absence witnout
leave, or for disorderly conduct—will not be authorized hospital
treatment or domiciliary care until the lapse of three months after
the date of such discharge. Beneficiaries who have received two or
more discharges (that is, irregular discharges frorn and admission ac-
complished during a three months exclusion period for treatment of a
medical emergency) will be excluded from rehospitalization or redomi-
ciliation for six months after the date of such discharged.
t






